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Abstract 
The aim of this study was to look into the quality of life in patients with the HIV infection and acquired immune 
deficiency syndrome (AIDS) living in HIV Shelters. 27 respondents answered the WHO questionnaire on the quality 
of life of HIV infected individuals (WHOQOL-HIV BREF). There was a general agreement of positive responses in 
all 6 Domains. Although many were fearful about the future, the shelters they lived in supported good quality of life.  
© 2011 Published by Elsevier Ltd. Selection and peer-review under responsibility of Centre for Environment-
Behaviour Studies (cE-Bs), Faculty of Architecture, Planning & Surveying, Universiti Teknologi MARA, Malaysia 
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1. Introduction 
There has been a reduction in the number of newly infected human immunodeficiency virus (HIV) 
persons from 6,120 cases in 2005 to 3,090 cases in 2010 after the successful implementation of the 
National Strategic Plan on HIV/AIDS-Malaysia 2006-2010. Although the number of new cases have 
halved, with improved quality of healthcare and deliverance, Malaysia now faces an increasing 
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population of HIV positive survivors. There are over 70000 people living with HIV and more than 70% 
are of Malay Muslims (Malaysia United Nation General Assembly Special Session, 2010). With the 
negative connotation of HIV/AIDS towards religious, social and moral values of Islam, the majority of 
HIV infected individuals will undoubtedly be living in an environment of high stigma, alienation and 
reduced quality of life in the community. 14 HIV Shelters have been set up in this country to address 
some of these issues. 
Health related quality of life (HRQOL) in people living with HIV (PLHIV) is very much influenced by 
multiple factors. The World Health Organization (WHO) has defined quality of life (QoL) as 
“individuals’ perceptions of their position in life in the context of the culture and the value systems in 
which they live and in relation to their goals, expectations, standards and concerns.” As a result, WHO 
has formulated a questionnaire addressing issues pertaining to quality of life in a questionnaire of 31 
items with 6 Domains specific for PLHIV. These domains include Physical, Psychological, Level of 
Independence, Social Relationships, Environment and Spirituality/Religion/Personal Beliefs (WHOQOL-
HIV BREF). 
Many studies around the world have looked at QoL in PLHIV and AIDS (Préau, Marcellin, Carrieri, 
Lert, Obadia & Spire, 2007; Anis, Nosyk, Sun, Guh, Bansback, Li, Barnett, Joyce, Swanson, Kyriakides, 
Holodniy, Cameron & Brown, 2009; Nojomi, Anbary & Ranjbar, 2008; Hayajneh & Al-Hussami, 2009; 
Susan-Monti, Koulla-Shiro, Abu-Zaineh, Marcellin, Boyer, Carrieri & Spire, 2011; Hasanah, Zaliha & 
Mahiran, 2011.) Préau et al. (2011) noted that there were multiple factors associated with health related 
quality of life in French PLHIV. They acknowledged the importance of cultural differences and the 
impact of psychological elements, discrimination and disclosure pertaining to HIV and AIDS.  
Local references are therefore important to determine aspects of QoL as different parts of the world 
will have different cultural and value systems. A study closer to home (Hasanah et al., 2011) noted 
several factors that needed addressing to improve QoL of PLHIV in Malaysia. Their population study was 
a group of patients that were attending a Government Hospital for treatment. They concluded that the 
impact of psychological and social factors were more prominent when compared to physical wellness in 
determining QoL. Hasanah also concluded that PLHIV in Malaysia required better psychological support 
and intervention.   
As a response to investigate existing interventions and support system in Malaysia, we approached 3 
HIV Shelter homes within the state of Selangor that is operating under Islamic Organisations. The aim of 
this study was to look into the quality of life in patients with the HIV infection and acquired immune 
deficiency syndrome (AIDS) living in Malaysian HIV Shelter Homes operated by Islamic Organisations. 
We wanted to determine if the issues of social and psychological well-being were supported in these 
shelter homes, a deficit which will have a great impact on the QoL as shown by Hasanah et al. (2011). We 
also aim to measure the 6 domains influencing QoL and to determine PLHIV’s perception on QoL in 
these shelter homes. 
2. Method 
This was a cross sectional study of 27 respondents who answered the WHO validated questionnaire of 
31 questions on the quality of life of HIV infected individuals (WHOQOL-HIV BREF). The Malay 
version of WHOQOL-HIV BREF was used, which had been validated (Saddki, Noor, Norbanee, Rusli, 
Norzila, Zaharah, Sarimah, Norsarwany, Asrenee & Zarina, 2009)  
Three HIV Shelters managed by Islamic Organisations were approached, and all agreed to participate 
in the study. Convenient sampling was done where interviewers read questionnaires from which 
respondents volunteered to answer. Five medical students who visited the three centres did data 
collections and were the main investigators. Prior to the use of the questionnaire and collection of data, 
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the investigators were briefed and equipped themselves with knowledge on how to use and answer the 
WHOQOL-HIV BREF. The same investigators visited all three centres.  
The inclusion criteria to participate in this study were; consented to participate, adult residents of the 
HIV shelter homes, cognitively intact and were able to answer the questions soundly, diagnosed with HIV 
/ AIDS and understood the Malay language 
The variables in this study were subject demographics, the 31 variables and 6 domains of the 
WHOQOL-HIV BREF. The answers were a 5 likert scale questionnaire and coded as 1 to 5. There were 
seven questions that were scaled negatively within the questionnaire, where higher scores denoted poorer 
quality of life. These questions were recoded to scale them in a positive direction (higher scores to denote 
higher quality of life). Descriptive statistics of the variables were calculated and sum of individual 
domains was expressed as the averaged mean. The average mean of each domain were then multiplied by 
4, as to make it comparable to scores from the WHOQOL-100. Association between variables and 
respondents perception of their quality of life were also cross-tabulated. Those variables with a P value of 
<0.05 were taken as significant. 
3. Results 
27 respondents fitted the inclusion criteria and 26 respondents completed the 31 questions within the 
questionnaire. 1 respondent did not answer 1 question. 
Table 1: Patient Demographics (n=27) 
Category Groups Frequency Percentage 
Gender Male 26 96.3 
 Female 1 3.7 
Education None 1 3.7 
 Primary 4 14.8 
 Secondary 22 81.5 
Marital Status Single  15 55.6 
 Married 1 3.7 
 Divorced 9 33.3 









Patient demographics were predominately male with 100% of Malay Muslim ethnic and religious 
background. Although the statistics of HIV/AIDS in Malaysia are predominately of Malay Muslim, the 
predominance of Malay Muslim in this sample group maybe biased to the organisational set-up of the 
Shelter Homes. Only 1 respondent was female. The age group was of young productive sample, with a 
mean age of 43.9 years (SD 8.259). Most respondents had received formal education, but none had 
achieved levels beyond secondary schooling. More than half of the respondents were single. (Refer Table 
1) 
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Table 2: Mode of Infection (n=27) 
Category Frequency Percent Valid Percent Cumulative Percent 
sex with men 1 3.7 3.7 3.7 
sex with women 2 7.4 7.4 11.1 
injecting drugs 22 81.5 81.5 92.6 
other 2 7.4 7.4 100.0 
Total 27 100.0 100.0 
Table 2 demonstrates that contracting HIV via injection is still predominantly the most common mode 
of transmission. 
Table 3: Facets and Domain Mode / Mean Values (n=27) 
Category  Averaged Domain Scores   Corrected Score # 
Domain I: Physical  3.75   15.01 
      
Domain II: Psychological  3.57   14.28 
Domain III: Level of Independence 3.53 
   
14.15 
      
Domain IV: Social Relationships  3.43   13.92 
      
Domain V: Environment  3.89   15.56 
      
Domain VI: Spirituality/Religion/Personal Beliefs  3.55   14.18 
      
#Corrected domain score comparable with WHOQOL      
There were 7 identified variables that were associated with quality of life (p <0.05). These 7 variables 
included:(Refer Table 4.) 
x The perception of having a meaningful life. 
x The perception of feeling safe in daily life. 
x Living in a healthy environment. 
x Having the opportunity for leisure activities. 
x Support from friends. 
x Satisfaction from condition of living space. 
x Physical pain interfering with daily activities. 
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Table 4: Variables of Significant Association with Perception on Quality of Life (n=27) 
Quality of Life 
Total P value (95% CI) Category Poor – Indifferent Good – Very good
Sense of Meaningful  
Life 
not at all 1 0 1 0.00a  ( 0.00-0.11) 
a little 2 2 4
a moderate amount 1 2 3
very much 1 15 16 
an extreme amount 0 3 3
total 5 22 27 
Sense of Feeling  
Safe 
not at all 0 0 0 0.04a  (0.00-0.11) 
a little 0 0 0
a moderate amount 2 1 3
very much 3 19 22 
an extreme amount 0 22 2
total 5 22 27 
Healthy Physical 
Environment 
not at all 0 0 0 0.00a  (0.00-0.11) 
a little 1 0 1
a moderate amount 1 2 3
very much 3 17 20 
an extreme amount 0 3 3
total 5 22 27 
Opportunity for  
Leisure Activities 
not at all 0 0 0 0.00a  (0.00-0.11) 
A little 2 1 3
moderately 2 2 4
mostly 1 15 16 
completely 0 4 4
total 5 22 27 
Support from 
 Friends 
very dissatisfied 0 0 0 0.037a  (0.00-0.11)
dissatisfied 1 0 1
neither 2 2 4
satisfied 2 17 19 
very satisfied 0 3 3
total 5 22 27 
Living Space  
Condition 
very Dissatisfied 0 0 0 0.037a  (0.00-0.11)
dissatisfied 0 0 0
neither 1 0 1
satisfied 4 10 14 
very Satisfied 0 12 12 
total 5 22 27 
Physical Pain  
Prevents Activities 
an extreme amount 0 0 0 0.00a  (0.00-0.11) 
very much 1 3 4
A moderate amount 2 2 4
A little 2 7 9
not at all 0 10 10 
total 5 22 27 
P< 0.05 as significant  a = Kendall’s tau Quality of Life: Poor-Indifferent (Scale 1-3); Good-Very Good (Scale 4-5) 
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Although all 6 domains reflected positive impacts on quality of life, with Domain V (Environment) 
achieving the highest score (refer table 3), the above 7 variables (Table 4) were significantly associated 
with quality of life (P<0.05).  
4. Discussion.
Measuring QoL as a measuring tool has commonly been used to evaluate current needs and responses 
to available services or facilities. It is heavily dependent on its own unique environment to which it is 
being measured and conducted. The cultural differences, beliefs and psychological elements play an 
important impact to QoL (Préau et al. 2007). Therefore, the relevance of this study evaluated the positive 
impact of Shelter Homes in Malaysia, and also identified issues addressed in previous studies (Hasanah et 
al. 2011)  
The way these shelters were conducted were very open by which it encouraged support from family, 
friends, and community. Disclosure has always been an important factor in prevention programmes. 
Factors that were seen to promote disclosure of HIV status to partners (Susan-Monti et al., 2011) were 
common factors also associated with better QoL. These factors include HIV infected individuals living 
amongst friends and relatives; good social support, had access to psychosocial services and were 
financially apt. Some of these positive factors were also seen in this study.  
In contrast to the study by Hayajneh et al (2009), they found that satisfaction with social support was 
only weakly related to QoL. However, the population group of their study was mainly focused on women 
who probably had different roles, cultural standings and coping skills as compared to our predominantly 
male study. Nevertheless, gender related quality of life in the HIV population was noted to be generally 
poorer in the female gender (Nojomi et al., 2008).  
Physical wellness such as pain and emotional control were related and predicted depression in HIV 
individuals (Lagana, Chen, Koopman, Classen, Kimerling & Spiegel, 2002). However, the presence of 
pain did not interfere with daily activities in this study and was one of the variables that were found to be 
significantly associated (p<0.05)  with QoL in PLHIV. This may indicate that the shelter’s set-up and 
support was adequate to overcome issues such as pain. 
Referring back to the other variables that were significantly associated with QoL, we found that the 
shelters’ set-up gave adequate psychosocial support in terms of religious and spiritual counseling / 
activities. These activities may have boosted the individuals’ sense of a meaningful life even though 
many were fearful about the future and worry about death. Their environment was also conducive enough 
to give them the sense of feeling safe; they are satisfied and perceive that the environment they are living 
in is healthy; and avocational leisure activities are available to them. Friends and family were also 
counseled which gave PLHIV better acceptance and support.  
Advanced disease, illness and disease progression all have a major impact on the QoL of PLHIV 
(Nojomi et al., 2008; Joyce, Barnett, Bayoumi, Griffin, Kyriakides, Yu, Sundaram, Holodniy, Brown, 
Cameron, Youle, Sculpher, Anis & Owens, 2009). Interestingly, lower QoL was associated and a 
predictor to virologic failure (Schackman, Ribaudo, Krambrink, Hughes, Kuritzkes & Gulick, 2007). The 
respondents in this study however, were relatively healthier. Only 30% considered themselves ill, and 
none were categorized as having AIDS. This may have an overall impact on the study result. 
Centers that cater and provide health services for HIV patients within the community (Community 
Care Centers; CCC) has been well established in many countries. The centers running in India recently 
underwent a process evaluation looking at their services (Sogarwal & Bachani, 2011). These centers act 
as a bridge between tertiary care centers and home based treatment programmes. Not only do they 
provide antiretroviral therapy, but also the psychosocial support for improvement in QoL as highlighted 
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in the studies mentioned above. The outcome of their evaluation noted many constraints. However, 
satisfaction was achieved in the majority of the patients. These care centers require an extensive 
networking effort between tertiary centers and home care, a system that is non-existent in Malaysia. The 
nearest best would be shelter homes that provided the psychosocial, environment and physical support 
while the medical support is provided by tertiary hospitals. The shelter homes in Malaysia do not provide 
the antiretroviral therapy but provide the accessibility to tertiary care.  These two factors are important in 
achieving patient satisfaction as highlighted by Sogarwal et al. (2011). 
Types of care centers based on local traditional and cultural beliefs were also studied in a Zimbabwean 
setting (Taylor, Dolezal, Tross & Holmes, 2008). QoL measured in traditional based African Medicine 
Care Centers proved to show better scores as compared to Western based Medicine Care Centers. Taylor 
et al further suggested the potential in integrating western and traditional care in management of HIV / 
AIDS in Zimbabwe. Again, this study emphasises on centers to address the local needs of the population. 
A system that may work in a Zimbabwean or Western society cannot be applied directly to any other 
local set-up due to the differences in cultural and religious beliefs.   
We can also refer to the WHO International Classification of Function, Disability and Health (ICF 
Framework, WHO 2001) as a basis for explaining the multiple factors involved in determining QoL in 
this group of individuals. The ICF framework clearly demonstrates the inter-linkages associated and 
influences between impairment caused by the disease, the activity and participation of the individual and 
influences from personal and environmental factors. The framework emphasises on personal values and 
factors, and how the environment can play an important role in QoL outcome. No one factor can be 
looked at in isolation, as all factors have an impact on the other.  
It would be interesting to do a follow up of this study looking at individuals of similar background 
demographics living in non-Muslim shelter homes and those that are living within the community. 
Comparing outcome on QoL will help highlight and determine the actual impact and differences of these 
HIV Shelter Homes. 
5. Conclusion. 
Overall, the benefits of having centers that are culturally and religiously sensitive in addressing issues 
and management of HIV / AIDS are imperative in improving quality of life. Based on the Malaysian 
National Statistics on HIV / AIDS (Malaysia United Nation General Assembly Special Session, 2010), 
the majority of patients are male and of Malay Muslim background. Centers such as the ones looked at 
within this study addressed issues pertaining to cultural and religious sensitivities in this group of 
individuals. As a result to the specificity in catering for this group, the study showed evidence of 
improvement in QoL in all 6 domains within the WHOQOL-HIV BREF. The shelters also promoted 
better acceptance and support from family, friends and the community.  
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